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 N 000 Initial Comments  N 000

This visit was a state Home Health complaint 

investigation survey.

Complaint number: IN00123797 - 

Unsubstantiated:  Lack of sufficient evidence.  

Survey date:  March 13, 2013

Facility number: 012005

Surveyor: David Eric Moran, BSN, RN, Public 

Health Nurse Surveyor

RN & Allied Specialties is in compliance with the 

Indiana State Rules for home  health licensure 

410 IAC 17-13-1 as related to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN

March 18, 2013
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